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DISCUSSION
Dr Hasan Dosluoglu (Buffalo, NY): I just wanted to ask you
if you used any re-entry devices and how easy were your duplex
scans with these re-entry devices? I would assume that the disad-
vantages of the Outback would be eliminated with your approach.
And the second thing is, the re-entry actually occurs right distal to
the plaque, so the significance of the last centimeter of the occlu-
sion, I would think, is not as important as the initial 1 cm or so of
the reconstitution. So did you do any GSM of the plaque charac-
teristics of that area?
Dr Marks:We used sevenOutback catheters since 2005 while
our series started in 2003. Outback can be successfully oriented
with a needle pointing into the popliteal artery lumen using the
duplex guidance alone. Of the seven subintimal angioplasties
where re-entry was attempted with the Outback, we were success-
ful in five cases. We did not make any conclusions based on this
experience due to heterogenicity of the sample.
Regarding the second question, we did not compare the
difference between the GSM of the last 2 cm of the occlusion and
intima-media thickness adjacent to it. But intuitively, we tried to
re-enter the wire at the least calcified portion of the popliteal or
femoral artery beyond occlusion.
Dr Roy Greenberg (Cleveland, Ohio): I just had one ques-
tion for you relating to the location at which you measure your
outcome variable, which was the GSM thickness. Does the location
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of the GSM measurement vary based upon where the re-entry site
is located? Did the GSM dictate where you would re-enter during
the study, thereby altering your conclusions given that this, by
definition, is unblinded? For example, if you were to measure a
GSM in excess of 25 to 30 in the SFA, would you then decide that
re-entry should occur more distally than someone with a thinner
GSM?
Dr Marks: We calculated the GSM of the entire occlusive
plaque from adventitia to adventitia. We did not compare the GSM
of the occluded segment with the GSM of intima-media layer of
the adjacent patent segment. Although we noticed that calcifica-
tions are rarely focal and usually spread over long arterial segments
beyond the occluded portion, we attempted to find the softer and
less echogenic intima-media segment to reenter.
Common heterogenicity of the plaque (combination of more
and less echogenic parts) encouraged us not to abandon attempts
of subintimal angioplasty based on GSM, but to be prepared for
difficulties and consider longer time for attempts. We feel that
subintimal angioplasty procedures in cases of high GM plaque
should be attempted with adjunctive re-entry devices such as
Frontrunner [Cordis] or Outback readily available.
Niamh Hynes (Galway, Ireland): We use subintimal quite a
lot in our institution, with over 500 cases over the last 4 to 5 years.
One of our major contraindications for doing a subintimal angio-
plasty is if the plaque is very echolucent on duplex. We just use
duplex alone for pre-op imaging in over 90% of cases. Do you find
any correlation between a low GSM and risk of distal embolization
or acute rethrombosis?
Dr Marks: This is yet another parameter to look into. But
regarding echolucent plaques, when echolucent occlusion is seen
on preoperative duplex scan, we already have a policy for all
technologists to bring the physician’s attention to these cases as it
could be a case of acute or subacute arterial occlusion that could be
still amenable for section thrombectomy and thrombolysis. So it’s
up to the physician to decide in case of echolucent plaques and
correlate with patient’s symptoms whether it could be acute occlu-
sion. Of course, these cases are more prone to distal embolization,
but that’s one of the other parameters for us to look into and
correlate with our findings.
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